Background: Desired weight is an indicator of illness severity in youth with anorexia nervosa (AN),
and associated with eating disorder psychopathology. Moreover, desired weight profiles differed by eating disorder diagnosis. Individuals with AN reported wanting to be at a lower percentage of expected body weight than those with BN (i.e., individuals with AN had a lower desired weight percentage than individuals with BN), whereas individuals with BN endorsed larger differences between their desired and current body weights (i.e., larger weight difference percentages) than individuals with AN.
Although Boyd et al. (2017) provides initial support for the validity of desired weight constructs in adolescents with AN or BN, the utility of these constructs in older adolescents, adults, and individuals presenting for higher levels of care (e.g., inpatient, day hospital) is unknown. Adults with eating disorders tend to have longer durations of illness and more ingrained eating disorder psychopathology compared to youth (Errichiello, Iodice, Bruzzese, Gherghi, & Senatore, 2016; Le Grange et al., 2014; Reas, Williamson, Martin, & Zucker, 2000) ; thus, their desired weight profiles may differ. Presenting to a higher level of care also is a frequent marker of eating disorder severity (Hay et al., 2014) . Consequently, it is possible that individuals with a longer duration of illness presenting for higher levels of care may desire to be at a lower body weight (i.e., have a lower desired weight percentage) and may be closer to this low weight (i.e., have a lower weight difference percentage) and less likely to endorse willingness to gain weight than adolescents presenting for outpatient treatment.
Additionally, longitudinal research is needed to determine the prognostic validity of desired weight constructs, including their influence on treatment outcomes (e.g., weight gain, eating disorder symptoms). In the previous study, lower desired weight percentage (i.e., wanting to be at a lower body weight) and higher weight difference percentage (i.e., wanting to lose more weight) were concurrently associated with greater weight and shape concerns and dietary restraint (Boyd et al., 2017) . Over the course of treatment, individuals with AN are expected to gain weight; however, past research has shown that self-reported desired body shape does not change after individuals with AN complete inpatient treatment (Sala et al., 2012) . Continued desire to be at a lower weight across treatment may prevent individuals from making adequate gains during treatment. Similarly, having a lower desired weight may stymie the ability of individuals with AN to change eating disorder psychopathology and maintain a healthy body weight over time. Table 1 presents three fictional illustrations of these desired weight constructs for individuals with AN at the outset of treatment.
The present study aimed to examine the validity of desired weight percentage and weight difference percentage in a sample of older adolescents and adults with AN presenting for inpatient or day hospital treatment, including the stability and predictive validity of desired weight constructs during and after treatment. Evaluating the influence of desired weight constructs, assessed at baseline, on changes in outcomes over time has potential to inform clinical practice by mimicking how clinicians might assess for desired weight constructs when patients enter treatment and use these data to inform treatment planning. We hypothesized that desired weight percentage and weight difference percentage would improve over the year following treatment discharge. We also hypothesized that lower desired weight percentage (which corresponds to wanting to be a lower body weight) and higher weight difference percentage (which corresponds with wanting lose more weight) at treatment admission would be associated with less weight gain and worse eating disorder symptomatology in the year following treatment discharge. (patients aged 16 219 years), and (c) medical stability. Details about the sample and inclusion and exclusion criteria have been described previously (Racine & Wildes, 2015; Wildes et al., 2011; Wildes, Forbush, & Markon, 2013) . Of the original sample (N 5 194), 31 participants did not provide their desired weight at baseline and were excluded from the current study. Additionally, three participants reported their desired weight to be <10 pounds at either baseline or a follow-up time point and were excluded, consistent with the criteria used by Boyd et al. (2017) . This resulted in a final sample size of 160 for the current study (see Figure 1 ).
Participants (N 5 160) had a mean age of 27.10 years (SD 5 10.37; range 16-62), and a mean illness duration of 9 years (SD 5 9.29; range 0-45). The majority of the sample was female (n 5 152; 95% 
| Procedure
The original study was approved by the local institutional review board, and all participants signed a consent or assent form (for participants under the age of 18, whose parents provided informed consent). Medical charts were reviewed to collect information on BMI at admission and discharge and the type of treatment received (i.e., inpatient or day were included, whether or not they endorsed fear of fatness. Duration of illness was calculated using the age of onset item from the SCID-I (First et al., 2007) .
The EDE global score was used to assess eating disorder severity . Studies have indicated that the EDE is both reliable and valid (Berg, Peterson, Frazier, & Crow, 2012) and internal consistencies of the EDE global score in this study were good (a > 0.93).
| BMI, desired weight percentage, and weight difference percentage
BMI was calculated from measures of height and weight collected at each assessment point. During in-person assessments, height was measured using a stationary stature board and weight was measured using a digital scale. If a participant completed follow-up assessments by phone or mail, consent to collect height and weight data from a health professional (e.g., physician, therapist, dietitian) was requested.
Using these procedures, heights and weights were verified for 87.5% (n 5 119/136) of participants at 3-month follow-up, 92.3% (n 5 120/ 130) at 6-month follow-up, and 92.6% (n 5 112/121) at 12-month follow-up. If verified height and weight could not be obtained, then participants' self-reported height and weight were used (see Figure 1 ).
Weights and heights were missing for 24 (15%) participants at 3-month follow-up, 30 (18.8%) at 6-month follow-up, and 39 (24.4%) at 12-month follow-up.
Desired weight was assessed via the EDE question, "What weight would you like to be?" As described previously (Wildes et al., 2011) , a modified version of the EDE, which did not include the desired weight item, was administered at discharge. Consequently, desired weight constructs could only be assessed at baseline and follow-up time points.
Because the majority of participants in the current study were adults (n 
| Statistical analyses
Growth curve models were conducted using the Statistical Package for the Social Sciences (SPSS, Version 24) to examine the trajectory of desired weight constructs across treatment and follow-up (i.e., to determine the stability of these constructs over time) and to examine the influence of desired weight at treatment admission on eating disorder severity and BMI in the year following treatment (i.e., to determine the predictive validity of these constructs on eating disorder outcomes). Model fitting was approached in several steps as outlined by Singer and Willet (2003) . First, unconditional growth models were fit to the data in order to characterize the trajectory of desired weight percentage, weight difference percentage, eating disorder severity, and BMI. We tested whether linear and nonlinear (quadratic) growth processes contributed to change from admission to 12-months postdischarge and specified a series of models with random intercept, random slope, or random intercept and random slope in which each participant and/or their rate of change were allowed to vary. Time was coded as the number of weeks since admission for each assessment point, with the baseline assessment (treatment admission) coded as zero. Akaike Information Criterion (AIC) was used to determine model fit, with smaller AIC values indicating better fit to the data. Across all dependent variables, the random intercept models specifying a quadratic growth process had the smallest AIC values (Table 2) . However, the difference in AIC values for the linear and quadratic random intercept model for EDE global scores was minimal (2047.23 vs. 2046.81) , and the quadratic term was not statistically significant. Thus, the linear model was determined to be a better fit for EDE global score. These best fitting models were used as the base for conditional analyses, which examined whether baseline desired weight percentage or weight difference percentage predicted eating disorder severity or BMI at baseline (intercept) or change in these variables from baseline to 12-months following treatment discharge (slope). Significant interactions with time (i.e., predictors of slope) were plotted using online tools specific to latent curve analyses .
Age, sex, duration of illness, and AN subtype were included as covariates in conditional analyses. Individuals with missing data at any 1 For participants <18 years (n 5 23), desired weight percentage was calculated using Boyd et al.'s original formula with expected body weight, as well as using the formula in the current study with healthy BMI. The two methods of calculating desired weight percentage were highly correlated (r 5 .99). Thus, for the current study, we used desired weight percentage as a function of BMI across older adolescents and adults.
assessment point (n 5 52) did not differ from individuals without any missing data (n 5 108) on baseline variables. Thus, data were assumed to be missing at random, and full information maximum likelihood estimation was used to account for missing data. Statistical analyses in which desired weight constructs were measured as time-varying predictors are included in Supporting Information.
| R E SU LTS
Descriptive statistics for study variables across assessment points are presented in Table 3 . Baseline data for the desired weight constructs showed that, on average, participants wanted to be approximately 81% of a healthy BMI (range 55.68-110.61%) and were willing to gain nearly 4% of their body weight (range 250.84 to 26.58) at admission to treatment. There were no significant differences between participants with the restricting (n 5 63) and binge-eating/purging (n 5 97)
subtypes of AN on desired weight percentage or weight difference percentage at admission (p > .05). Desired weight percentage and weight difference percentage were negatively correlated at each time point (admission r 5 -.64; 3-month follow-up r 5 -.47; 6-month follow-up r 5 -.41; 12-month follow-up r 5 -.36; all ps < .001), and neither construct was correlated with duration of illness (ps > .05).
| Stability of desired weight constructs over time
The estimated means and variances for the unconditional growth models are presented in Table 4 . There was a significant effect of time for Specifically, participants' desired weight percentages became healthier over time, but they also wanted to lose more weight (i.e., exhibited a larger discrepancy between their actual and desired weights; Table 3 and Figure 2 ). Notably, changes in desired weight constructs were no longer significant when the analyses accounted for changes in BMI over time (i.e., when BMI was included as a time-varying covariate), indicating that changes in desired weight constructs are strongly associated with changes in BMI.
| Predictive validity of desired weight constructs for eating disorder severity over time
As expected, EDE global scores decreased significantly (b 5 -0.01, p < .001) from admission to 12-months postdischarge (Table 4) . While controlling for covariates, there was a significant main effect for baseline desired weight percentage on EDE scores such that individuals with lower desired weight percentages at treatment admission (i.e., individuals who wanted to be a lower percentage of a healthy body weight) reported higher EDE scores at treatment admission (i.e., greater eating disorder severity; b 5 -0.06, p < .001; Table 5 and Figure 3a ).
There also was a significant interaction between desired weight percentage and time (b < 0.001, p 5 .02), indicating that desired weight percentage influenced the rate of change in eating disorder severity over time (i.e., the slope). Specifically, individuals who desired to be a lower percentage of a healthy weight at baseline had greater eating disorder severity but steeper decreases in severity over time, likely reflecting regression to the mean (Figure 3a ).
For weight difference percentage, there was a significant main effect on EDE scores and significant interaction with time (Table 5) .
Specifically, individuals with a higher weight difference percentage at treatment admission (i.e., those who wanted to lose more weight) reported higher EDE scores (b 5 0.05, p < .001) but also demonstrated greater decreases in eating disorder severity over time (b 5 -0.0004, p < .001; Table 5 and Figure 3b ).
| Predictive validity of desired weight constructs for BMI over time
Across the sample, BMI increased from admission to 12-months postdischarge (b 5 .10, p < .001; Table 4 ). There was a significant main effect for baseline desired weight percentage, such that participants with higher desired weight percentages at treatment admission (i.e., those who wanted to be at a higher percentage of a healthy BMI) had higher initial BMIs (b 5 .04, p < .001; Table 5 and Figure 3c ). Additionally, there was a significant interaction between desired weight percentage and time (b 5 < .001, p 5 .002), indicating that individuals with higher desired weight percentages at baseline had greater increases in BMI over time (Figure 3c ).
Finally, there was a significant main effect and interaction with time for the influence of baseline weight difference percentage on BMI. Individuals with higher weight difference percentages at treatment admission (i.e., those who wanted to lose more weight) reported higher BMIs at baseline and experienced slower increases in BMI over time (Table 5 and Figure 3d ). Desired weight constructs also demonstrated associations with BMI. As hypothesized, wanting to be a higher percentage of a healthy weight was associated with higher BMI at baseline and predicted sample may be limited in generalizability. Fourth, although we found significant longitudinal associations among our constructs and outcome variables, it is possible that other variables may be influencing these relationships and causality cannot be established. Finally, this study focused exclusively on individuals with AN. Future research is needed to determine whether the predictive validity of desired weight constructs differs across eating disorder diagnoses, especially given differences in the desired weight profiles of individuals with AN and BN in the original study of these constructs in youth (Boyd et al., 2017) .
| D ISC USSION
In sum, the present study expands our understanding of the relationship between desired weight, BMI, and eating disorder psy- 
